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Introduction
Chronic diseases of lifestyle, also called noncommunicable diseases, are a group of diseases accounting for millions of deaths globally each year.
National cause-of-death statistics released by Statistics South Africa in 2005 revealed that 20% of deaths in the 35-to 64-year age group were a result of chronic diseases of lifestyle. 1 Chronic lifestyle diseases share similar modifiable risk factors, which include hypertension, tobacco smoking, diabetes, obesity, hyperlipidaemia and physical inactivity. In
South Africa the burden for noncommunicable disease risk factors is high. In a comparative risk-assessment study conducted in South Africa in which deaths due to selected risk factors were ranked by Norman et al, 2 high blood pressure was ranked second, tobacco smoking third, alcohol harm fourth, high body mass index (BMI) fifth, high cholesterol seventh, diabetes eighth and physical inactivity ninth.
Nearly one in three adults in the USA has hypertension. 3 High blood pressure (BP) remains the most important risk factor for stroke. 4 Stroke accounted for about one in every sixteen deaths in the USA in 2004. 5 In a South African study conducted by Connner et al in 2005, 6 the overall hypertension prevalence rate in a study population of 9 731 people in the age group 30 years and older was 55%. The overall hypertension prevalence rate in black African and coloured people was 59 and 55%, respectively. In this study, 6 hypertension was defined as a current BP ≥ 140/90 mmHg or having a history of hypertension.
A In order to reduce or control as many lifestyle risk factors as possible in a population, it is important to identify the distinct risk-factor profile for that specific community. When a risk factor is identified, for example high blood pressure, the implementation of specific intervention programmes, such as adjustable dietary factors, can aid in achieving lower blood pressure.
14 By controlling high blood pressure the risk for cardiovascular disease can be reduced significantly. In 1979, CORIS, a communitybased cardiovascular risk-factor intervention project, was launched in three districts in the south-western Cape. It successfully showed that community-based intervention reduces cardiovascular risk. 15 The Assuring Health for All in the Free State (AHA FS) study is a research project aimed at determining how living in urban informal settlements and in rural Free State areas influences the lifestyles of populations that predispose them to both chronic diseases (such as obesity, diabetes and cardiovascular disease) and undernutrition. After identifying the relevant risk factors in the given populations, the aim of the study is to work with health care providers in the urban informal and rural areas to reduce and help control as many of the identified risk factors as possible, and thereby contributing to achieve an increase in the overall health of the study populations. The first leg of the study commenced in March 2007 in three rural Free State areas, namely Trompsburg, Philippolis and Springfontein.
Methods
This study forms part of the baseline phase of AHA FS, a prospective and longitudinal epidemiological study. Three rural areas, Trompsburg, Philippolis and Springfontein, were evaluated. Ten fieldworkers were appointed per town and trained in each community to visit all households in the black and coloured townships to explain the purpose of the study. The study group consisted of men and women between the ages of 25 and 64 years. 
Anthropometric measurements
Findings on waist circumference measurements and BMI calculations are shown in Table II . In more than half of the participants measurements exceeding the healthy cut-off point values were found.
Blood pressure results
Medical examinations were carried out on 563 adult participants. The mean age was 49 years, and 29.4% of the participants were male. Fortysix (8.2%) participants were diagnosed with possible early hypertension. Three out of five women with clinical signs of pregnancy on abdominal examination were diagnosed with hypertension during pregnancy. Table  III summarises the blood pressure profile of participants categorised according to gender, history of hypertension and antihypertensive treatment.
Fasting blood glucose results
Table IV reflects the blood glucose levels determined for 546 participants who also completed an individual health questionnaire. A total of 7.8% of participants with an elevated glucose level of ≥ 7 mmol/L were referred to primary health care centres. Twenty-nine (47.5%) of the 61 participants that were using medication for diabetes mellitus at the time of the study and who had an elevated fasting blood glucose level of > 7mmol/L were also referred. Fifteen (2.9%) patients with no history of diabetes mellitus but an elevated fasting blood glucose level of > 7 mmol/L were referred for further investigation.
By obtaining data from individual health questionnaires, anthropometric measurements and results from medical examinations, multiple risk factors for noncommunicable diseases could be identified in this study population. Table V indicates the identified risk-factor profile for and Development reported in a study on confirmed noncommunicable chronic diseases that hypertension (41%) was the condition most commonly reported, followed by diabetes (14%). 22 Mollentze et al 23 reported that the prevelance of hypertension in an indigenous black population age 25 years and older in the rural community of QwaQwa in the Free State, was 29%. In our study the prevalence of self-reported hypertension was 63.1%, and poorly controlled hypertension was one of the main reasons for referral after medical examination. Studies in South Africa have indicated an escalating incidence of type 2 diabetes mellitus. 24 In our study, the prevalence of self-reported diabetes mellitus was 10.8%. It was also found that the control of diabetes in these communities was problematic. Despite some patients already having received treatment for diabetes mellitus, many presented with elevated blood glucose levels. The poor control of hypertension and diabetes clearly indicates the need for educational intervention programmes in this population.
Another risk factor for lifestyle diseases that seemed to be a major threat, especially in the female population, was obesity. In this study, 55.8% of women were found to have a waist circumference measurement of more than 88 cm. An earlier study by Walker 25 revealed the prevalence of obesity (BMI > 30 kg/m 2 ) to be in the order of 59% among urban black women.
The presence of major risk factors such as high waist circumference, high BMI, raised blood pressure, tobacco smoking and elevated blood glucose levels, which contribute to the development of noncommunicable diseases, was high in this particular population. The number of risk factors for participants (Table VI) revealed that 35.6 and 21% of this study population had two and three identified risk factors, respectively, associated with noncommunicable diseases. The INTERHEART Africa
Study showed that only five risk factors account for 89.2% of the risk for an initial myocardial infarct, i.e. current or former tobacco smoking, self-reported hypertension and diabetes, abdominal obesity and raised ApoB/ApoA-1 ratio. 19, 26 Three risk factors identified in our study, namely tobacco smoking, self-reported hypertension and diabetes, correspond with risk factors identified in the INTERHEART Africa Study (see Table V: risk factors 2, 3 and 5).
The escalating health care cost associated with the risk profile indicated in this study presents a specific challenge to health care providers, researchers, government officials and the general population. Serious recognition must be given to the increasing burden of lifestyle diseases in this study population.
The safest and best way to prevent and treat noncommunicable diseases once risk factors have been identified, is for people to make healthy changes in their personal habits. Lifestyle intervention programmes, for example dietary programmes that encourage better control of existing diseases like hypertension and diabetes, can form the cornerstones for a healthier community. Physical activity programmes can help to control weight and promote overall physical health in this population, and therefore aid in the prevention of most of the chronic lifestyle diseases.
Patients with a specific risk profile, for example where a metabolic syndrome has been identified, will benefit significantly from intensive diet and exercise programmes as they will improve blood glucose levels, lipid profiles, hip-to-waist ratios, and lower blood pressure.
Implementing intervention programmes and promoting the importance of these programmes on a regular basis may considerably reduce the risk for noncommunicable diseases and improve the overall health profile of these communities. The development and implementation of relevant health promoting and intervention programmes that will improve the general health and reduce the risk for noncommunicable diseases in this population, is therefore urgently advised.
The authors acknowledge the limitations of the study. Not all modifiable risk factors, for example unhealthy diet and abnormal blood lipids,
were assessed or reported on in this publication. We also acknowledge that there was a certain degree of bias regarding the age of the volunteers. Although all households in black and coloured communities were included in the sample, older and unemployed individuals were more likely to volunteer to participate due to the fact that a medical examination was performed free of charge. In these communities, the lack of health care coverage is a significant problem. More women than men participated in this study, possibly due to the fact that more men are employed labourers in the vicinity.
Conclusion
One of the primary aims of this study was to identify modifiable lifestyle risk factors in three rural communities in the Free State. The modifiable risk factors identified in this study as major threats to the health status of these communities are obesity, hypertension, tobacco smoking, physical inactivity and diabetes. These are all major risk factors for the development of different lifestyle diseases. The distinct risk-factor profile must be addressed in order to impact on the disease profile of these communities.
Based on the findings of this survey we recommend the following:
1. The introduction of education and awareness programmes that focus on the current noncommunicable disease profile in these communities.
2. The introduction of efficient and targeted lifestyle intervention programmes in these communities to reduce the lifestyle risk
